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Summary Algorithm for the management of shoulder dystocia 
(Permission for use PROMPT Foundation 2017) 

 
  

	 CALL	FOR	HELP	
Midwife	coordinator,	additional	midwifery	help,	experienced	

obstetrician,	neonatal	team	

Discourage	

pushing	
Lie	flat	and	

move	buttocks	

to	edge	of	bed	

McROBERTS’	MANOEUVRE	
(thighs	to	abdomen)	

(Consider	‘All	fours	-	McRoberts’	if	lone	birth	attendant)	
(with	routine	axial	traction)	

SUPRAPUBIC	PRESSURE	
(and	routine	axial	traction)	

ONLY	consider	episiotomy	if	unable	to	gain	
access	of	whole	hand	

Try	either	manoeuvre	first	depending	
on	clinical	circumstances	and	

operator	experience	

DELIVER	

POSTERIOR	ARM	
INTERNAL	ROTATIONAL	

MANOEUVRES	

Inform	consultant	obstetrician	
and	anaesthetist	

If	above	manoeuvres	fail	to	release	impacted	shoulders,	
consider	

ALL-FOURS	POSITION	(if	appropriate)	
OR	

Repeat	all	the	above	again	

Consider	cleidotomy,	Zavanelli	manoeuvre	or	symphysiotomy	

Baby	to	be	reviewed	by	midwife/neonatologist	after	birth	and	referred	for	
consultant	neonatal	review	if	any	concerns	

DOCUMENT	ALL	ACTIONS	ON	PRO	FORMA	AND	COMPLETE	CLINICAL	INCIDENT	

REPORTING	FORM.	
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1. Aim/Purpose of this Guideline 

1.1. To give guidance to obstetricians and midwives on the identification and 
management of a shoulder dystocia and subsequent care of a baby following a 
shoulder dystocia. 

1.2. This version supersedes any previous versions of this document. 

1.3. This guideline makes recommendations for women and people who are 
pregnant. For simplicity of language the guideline uses the term women 
throughout, but this should be taken to also include people who do not identify 
as women but who are pregnant, in labour and in the postnatal period. When 
discussing with a person who does not identify as a woman please ask them 
their preferred pronouns and then ensure this is clearly documented in their 
notes to inform all health care professionals (NEW 2020). 

Data Protection Act 2018 (General Data Protection Regulation – GDPR) 
Legislation 

The Trust has a duty under the Data Protection Act 2018 and General Data 
Protection Regulations 2016/679 to ensure that there is a valid legal basis to process 
personal and sensitive data. The legal basis for processing must be identified and 
documented before the processing begins. In many cases we may need consent; this 
must be explicit, informed, and documented. We cannot rely on opt out, it must be opt 
in. 

Data Protection Act 2018 and General Data Protection Regulations 2016/679 is 
applicable to all staff; this includes those working as contractors and providers of 
services. 

For more information about your obligations under the Data Protection Act 2018 and 
General Data Protection Regulations 2016/679 please see the Information Use 
Framework Policy or contact the Information Governance Team  

Royal Cornwall Hospital Trust rch-tr.infogov@nhs.net 
 

2. The Guidance 

2.1 Definition 

Shoulder dystocia is an acute obstetric emergency which requires prompt, 
efficient action. It is defined as a vaginal cephalic delivery that requires additional 
obstetric manoeuvres to release the shoulders after gentle traction has failed. 
Shoulder dystocia occurs when either the anterior or, less commonly, the 
posterior fetal shoulder impacts on the maternal symphysis or sacral 
promontory. 

2.2 Incidence and risk factors 

The overall incidence affects 0.1-3% of all births. Most cases of shoulder 
dystocia are unexpected with conventional risk factors only predicting 16% of 
cases (NEW 2021). Most labours preceding shoulder dystocia are normal but 
there may be warning signs described below.  
 

mailto:rch-tr.infogov@nhs.net
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2.3 Pre-labour  

• Previous shoulder dystocia 

• Fetal Macrosomia >4.5kgs 

• Maternal Diabetes mellitus 

• Maternal Obesity BMI >30kg/m2 BMI to be calculated from the dating scan 
appointment  

• Gestational age 

2.4 Intrapartum 

• Prolonged first stage of labour 

• Secondary arrest 

• Prolonged second stage of labour 

• Oxytocin augmentation 

• Operative vaginal delivery 

2.5 Plan for Delivery 

• Women with pre labour risk factors should be offered delivery in a 
consultant led unit 

• Women with intrapartum risk factors should be considered for intrapartum 
transfer to a consultant unit 

• Induction of labour may be discussed as an option between 38 and 40 
weeks to modestly reduce the risk of shoulder dystocia in cases suspected 
fetal macrosomia 

• Planned caesarean section should be considered for women with diabetes 
and suspected fetal macrocosmia >4.5 kg or non-diabetic women with a 
fetus predicted to be >5kg 

2.6 Caesarean birth and the Montgomery judgement 

The Montgomery judgement requires doctors to discuss all reasonable risks to 
all women including the competing risks of vaginal versus caesarean birth in the 
context of shoulder dystocia. Shoulder dystocia can only be prevented by 
caesarean section but a study in 1999 estimated that 2345 operations would 
have to be performed to prevent one permanent injury from shoulder dystocia. 
With modern intrapartum care delivered by staff regularly trained in the 
management of shoulder dystocia, the consequences of it occurring are greatly 
reduced for the neonate (NEW 2021) 
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2.7 Recognition of a shoulder dystocia 

The diagnosis is made once an additional obstetric manoeuvre has been used to 
release the shoulders. However, timely management of a shoulder dystocia 
requires prompt recognition, the delivering attendant should routinely observe 
for: 

• Slow and difficult delivery of the fetal face and chin 

• Once the fetal head has delivered, it remains tightly applied to the vulva  

• Failure of restitution of the fetal head 

• Chin retraction “turtle neck” 

• Anterior shoulder fails to deliver with maternal effort and/or  ‘routine’ axial 
traction is applied 

2.8 Management of Shoulder Dystocia 

2.8.1. If the woman is giving birth in a pool, she should be evacuated from the 
pool when the midwife recognises signs of delay with the birth of the 
shoulders. It may not be possible to confirm a shoulder dystocia at this 
stage, but the woman should be safely moved out of the pool. No 
manoeuvres should be attempted in the pool. 

2.8.2. Ask the woman to stop pushing, clearly state the problem 

2.8.3. Call for help in the Consultant unit or Truro Birth Centre using the 
emergency buzzer and request that a 2222 call is put out stating the 
location and “obstetric and neonatal emergency”.  

2.8.4. A resuscitaire should be brought into the room in preparation for birth if 
not already present in a birth center or the obstetric unit (New 2021). 

2.8.5. In a community or remote birth centre call for a 2nd midwife, maternity 
support worker, birth partner and call 999 for emergency ambulance 

2.8.6. Perform the four basic manoeuvres of McRoberts’ position/all fours’ 
position, suprapubic pressure, delivery of the posterior arm and internal 
rotation in sequence as shown on the algorithm and taught on annual 
PROMPT training days. The following principles should be followed: 

• Avoid excessive, downward or jerky traction or fundal pressure 

• Re-attempt routine gentle axial traction after each manoeuvre 

• Don’t continue any single manoeuvre for longer than 30 seconds 
before moving on to the next if unsuccessful 

• Episiotomy aids hand entry for internal manoeuvres; it does not 
relieve the bony obstruction of shoulder dystocia 
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• Stop suprapubic pressure before attempting internal manoeuvres but 
it can be re-commenced to aid internal rotation  

2.9  Complications  

When managed appropriately there is still significant perinatal mortality and 
morbidity associated with shoulder dystocia and increased maternal morbidity. 
However, regular multidisciplinary update training and shoulder dystocia drills 
can greatly reduce these complications 
 
2.9.1. Maternal Complications 

• Postpartum hemorrhage 

• Third and fourth degree tears 

• Uterine rupture 

• Psychological distress 

 
2.9.2. Neonatal complications 

• Hypoxic ischaemic encephalopathy and stillbirth 

• Brachial Plexus Injuries 

• Humeral and clavicular fractures 

2.10 Management after shoulder dystocia 

2.10.1. Manage specific maternal and neonatal complications 

2.10.2. Obtain Umbilical paired cord samples If the birth has taken place in 
the acute unit, document acid base measurements in both the 
maternal and neonatal notes and file the paper copy in the secure 
store envelope. 

2.10.3. Documentation 

2.10.3.1. Should be factual, consistent and accurate and be written as 
soon as possible after an event has occurred. 

2.10.3.2. A shoulder dystocia proforma must be completed to ensure 
the correct information has been documented. (Appendix 3) 

2.10.3.3. If available, a staff member should be asked to note times, 
manoeuvres and staff present, as the event is occurring. 

• Head & body delivery times 

• Staff attendance and the times they arrived 

• Which manoeuvres were performed and their order 
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• The degree and direction of traction applied 

• The anterior shoulder at the time of the dystocia  

• Condition of the baby at birth 

▪ Apgar’s 

▪ Cord PHs 

▪ Signs of neonatal injury  

2.11 Incident reporting 

An incident form to be completed for any shoulder dystocia. 
 

2.12 Training in shoulder dystocia 

All midwives, Maternity support workers, Anesthetist and Obstetricians employed 
by Royal Cornwall Hospitals NHS Trust attend annual Training in Practical 
Obstetric Multidisciplinary Training (PROMPT), as per the maternity services 
training needs analysis (TNA). 

 

3. Monitoring compliance and effectiveness  

Element to be 
monitored 

• The audit will take into account record keeping by 
obstetricians and midwives   

• The results will be inputted onto an excel spreadsheet 

• The audit will be registered with the Trust’s audit department 

Lead 
Audit Midwife 

Tool 
• Was a shoulder dystocia proforma completed  

• Was it filed chronologically in the health records 

• Were there any ante natal risk factors  

• Were there any intrapartum risk factors 

• Were the procedures used to assist delivery clearly 
documented on the proforma 

• Was the fetal position during the dystocia clearly documented 
on the proforma 

• Was the baby assessment after birth clearly documented on 
the proforma  

• Were there any actual or suspected associated neonatal 
injurie 

• If Yes: Was there appropriate follow up of the baby  
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Frequency 
• All health records of women who have delivered following 

a shoulder dystocia will be audited continuously over the 
lifetime of the guideline 

• All health records of newborns where there was actual or 
suspected brachial plexus injury, or any other injury 
associated with the complications of a shoulder dystocia 
delivery, will be  audited  

Reporting 
arrangements 

• A formal report of the results will be received annually at the 
Patient Safety Meeting and clinical audit forum, as per the audit 
plan 

• During the process of the audit if compliance is below 75% or 
other deficiencies identified, this will be highlighted at the next 
Maternity Forum and clinical audit forum and an action plan 
agreed. 

Acting on 
recommendations  
and Lead(s) 

• Any deficiencies identified on the annual report will be 
discussed at the Maternity Forum or clinical audit forum and 
an action plan developed 

• Action leads will be identified and a time frame for the action 
to be completed by 

• The action plan will be monitored by the Audit midwife and 
clinical audit forum until all actions complete 

Change in 
practice and 
lessons to be 
shared 

• Required changes to practice will be identified and 
actioned within a time frame agreed on the action plan 

• A lead member of the forum will be identified to take each 
change forward where appropriate.  

- The results of the audits will be distributed to all staff 
through the patient safety newsletter/audit forum as 
per the action plan  

 

4. Equality and Diversity  

4.1. This document complies with the Royal Cornwall Hospitals NHS Trust service 
Equality and Diversity statement which can be found in the 'Equality, 
Inclusion & Human Rights Policy' or the Equality and Diversity website. 

4.2. Equality Impact Assessment 

The Initial Equality Impact Assessment Screening Form is at Appendix 2. 

  

http://www.rcht.nhs.uk/GET/d10268876
http://www.rcht.nhs.uk/GET/d10268876
http://intranet-rcht.cornwall.nhs.uk/shelf/equality-and-diversity/
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Appendix 1. Governance Information 

Information Category Detailed Information 

Document Title: Shoulder Dystocia Clinical Guideline V3.0 

This document replaces (exact 
title of previous version): 

Management of Shoulder Dystocia Clinical Guideline 
V2.1 

Date Issued/Approved: December 2021 

Date Valid From: January 2022 

Date Valid To: January 2025 

Directorate / Department 
responsible (author/owner): 

Rob Holmes, Consultant Obstetrician 

Contact details: 01872 25 2270 

Brief summary of contents: 

To give guidance to obstetricians and midwives on 
the identification and management of a shoulder 
dystocia and subsequent care of a baby following a 
shoulder dystocia 

Suggested Keywords: Shoulder dystocia 

Target Audience: 

RCHT:  Yes 

CFT: No 

KCCG:  No 

Executive Director responsible 
for Policy: 

Medical Director 

Approval route for consultation 
and ratification: 

Clinical Guidelines Group 

Maternity Governance 

Obstetrics and Gynaecology Directorate 

General Manager confirming 
approval processes: 

Mary Baulch 

Name of Governance Lead 
confirming approval by 
specialty and care group 
management meetings: 

Caroline Amukusana  
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Information Category Detailed Information 

Links to key external standards: 

CNST .8 Evidence 90% of each maternity staff 
group have attended in house multi professional 
maternity emergency session within the last 
training year 

Related Documents: 

Royal College of Obstetricians and Gynaecologists. 
(2012) Guideline No.42, 2nd edition: Shoulder 
Dystocia. RCOG.London 
 
PROMPT Course Manual Third Edition 2017 Module 
11 Shoulder Dystocia 

Training Need Identified? 

Annual PROMPT training day  

Maternity staff attendees should include: obstetricians 
(including Consultants, staff grades and trainees); 
obstetric anaesthetic staff (Consultants and relevant 
trainees); midwives (including midwifery managers 
and matrons, community midwives; birth centre 
midwives (working in co-located and stand alone birth 
centres) and bank midwives); maternity theatre and 
critical care staff; health care assistants (to be 
included in the maternity skill drills as a minimum) and 
other relevant clinical members of the maternity team. 

Publication Location (refer to 
Policy on Policies – Approvals 
and Ratification): 

Internet & Intranet 

Document Library Folder/Sub 
Folder: 

Clinical / Midwifery and Obstetrics 
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Version Control Table  

Date 
Version 
Number 

Summary of Changes Changes Made by 

September 
2003 

V1.0 Initial document 
Sally Budgen 
Delivery suite 
coordinator 

April 2009 V1.1 Updated inline with RCOG guidance 

Jan Clarkson 

Maternity risk 
manager 

May 2011 V1.2 
Reviewed and compliance monitoring 
added 

Jan Clarkson 
Maternity risk 
manager 

September 
2012 

V1.3 
Changes to compliance monitoring tool 
only 

Jan Clarkson 
Maternity risk 
manager 

7th June 
2018 

V2.0 

Changes to recognition of shoulder 
dystocia in the pool, training in shoulder 
dystocia, algorithm changed in line with 
PROMPT 
See all New 2018 in body of text 

Charlotte Boswell, 
Community Midwife 
and PROMPT trainer 

October 
2019 

V2.1 
Addition to 2.3 regarding the calculation of 
the BMI at the 12 week scan appointment. 

Sarah-Jane Pedler, 
Practice Development 
Midwife 

November 
2021 

V3.0 

Major review but few significant changes 
made 
Section 2.2 Option of induction of labour 
added and LSCS for non-diabetic women 
New section 2.3 on the Montgomery  
Judgement 
New section 2.5.5 on principles of 
manoeuvres 
Removal of neonatal injuries background 
information in section 2.6 
New shoulder dystocia proforma 

Rob Holmes, 
Consultant 
Obstetrician 

 
All or part of this document can be released under the Freedom of Information Act 

2000 

This document is to be retained for 10 years from the date of expiry. 

This document is only valid on the day of printing 

Controlled Document 

This document has been created following the Royal Cornwall Hospitals NHS Trust 

Policy for the Development and Management of Knowledge, Procedural and Web 

Documents (The Policy on Policies). It should not be altered in any way without the 

express permission of the author or their Line Manager.  
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Appendix 2. Equality Impact Assessment 

Section 1: Equality Impact Assessment (EIA) Form  
The EIA process allows the Trust to identify where a policy or service may have a negative 
impact on an individual or particular group of people. 
For guidance please refer to the Equality Impact Assessment Policy (available from the 
document library) or contact the Equality, Diversity & Inclusion Team rcht.inclusion@nhs.net  

Information Category Detailed Information 

Name of the strategy / policy / proposal / 
service function to be assessed: 

Shoulder Dystocia Clinical Guideline V3.0 

Directorate and service area: Obstetrics and Gynaecology 

Is this a new or existing Policy? Existing 

Name of individual completing EIA 
(Should be completed by an individual with 
a good understanding of the Service/Policy): 

Rob Holmes, Consultant Obstetrician 

Contact details: 01872 25 2270 

 

Information Category Detailed Information 

1. Policy Aim - Who is the 
Policy aimed at? 

(The Policy is the 
Strategy, Policy, Proposal 
or Service Change to be 
assessed) 

To give guidance to obstetricians and midwives on the 
identification and management of a shoulder dystocia 
and subsequent care of a baby following a shoulder 
dystocia  

2. Policy Objectives To ensure correct emergency are procedures are 
followed in the case of a shoulder dystocia 

3. Policy Intended 
Outcomes 

 

Best possible outcome for mother and baby in a shoulder 
dystocia situation 

4. How will you measure 
each outcome? 

 

Compliance monitoring tool 

5. Who is intended to 
benefit from the policy? 

 

Pregnant women and their babies 

6a. Who did you consult 
with? 

(Please select Yes or No 
for each category)  

• Workforce:  Yes 

• Patients/ visitors: No 

• Local groups/ system partners: No 

• External organisations: No 

• Other: No 

mailto:rcht.inclusion@nhs.net
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Information Category Detailed Information 

6b. Please list the 
individuals/groups who 
have been consulted 
about this policy. 

Please record specific names of individuals/ groups: 

Maternity Guidelines Group 

Maternity Governance 

Obstetrics and Gynaecology Directorate 

6c. What was the outcome 
of the consultation?  

Guideline agreed 

6d. Have you used any of 
the following to assist 
your assessment? 

National or local statistics, audits, activity reports, 
process maps, complaints, staff or patient surveys: 

 

7. The Impact 
Following consultation with key groups, has a negative impact been identified for any 
protected characteristic? Please note that a rationale is required for each one. 
 
Where a negative impact is identified without rationale, the key groups will need to be 
consulted again. 
 

 

Protected Characteristic (Yes or No) Rationale 

Age No All pregnant women 

Sex (male or female)  No All pregnant women 

Gender reassignment 
(Transgender, non-binary, 
gender fluid etc.) 

No All pregnant women 

Race No All pregnant women 

Disability (e.g. physical or 
cognitive impairment, mental 
health, long term conditions 
etc.) 

No All pregnant women 

Religion or belief No All pregnant women 

Marriage and civil 
partnership 

No All pregnant women 

Pregnancy and maternity No All pregnant women 
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Protected Characteristic (Yes or No) Rationale 

Sexual orientation (e.g. gay, 
straight, bisexual, lesbian etc.) 

No All pregnant women 

A robust rationale must be in place for all protected characteristics. If a negative 
impact has been identified, please complete section 2. If no negative impact has been 
identified and if this is not a major service change, you can end the assessment here. 

I am confident that section 2 of this EIA does not need completing as there are no 
highlighted risks of negative impact occurring because of this policy. 

Name of person confirming result of initial impact assessment: Andrew McSorley, 
Thrombosis Practitioner VTE/CNS 

If a negative impact has been identified above OR this is a major service change, 
you will need to complete section 2 of the EIA form available here: 
Section 2. Full Equality Analysis 
 

  

http://doclibrary-rcht-intranet.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/ChiefExecutive/Templates/Section2FullEqualityAnalysis.docx
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Appendix 3. CHA3743: Shoulder Dystocia 
 

 
 

http://doclibrary-rcht-intranet.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/Forms/FormsToPrint/Specialty/MidwiferyAndObstetrics/CHA3743ShoulderDystocia.pdf

